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The Yale-New Haven Hospital has
served as the teaching hospital for
the Yale University School of
Medicine since the Hospital was
incorporated in 1826 as the General
Hospital Society of Connecticut.
Several early members of the Yale
medical faculty were instrumental
in obtaining its first charter and in
helping to raise funds for the con
struction of its first building in
1833. The original structure was
located on the site of the present
Hospital complex, but it was
oriented in the opposite direction.
In 1945, the New Haven Hospital
and the Grace Hospital merged to
form the Grace-New Haven Com
munity Hospital, and later, in 1965,
a strengthened affiliation agreement
between the Hospital and Yale Uni
versity led to its name being changed
to Yale-New Haven Hospital.
The Hospital is governed by a
board of directors. There are two
main units, the New Haven Unit and
the Memorial Unit. More than
2,900 persons are employed to offer
professional and supportive services
to patients using 737 adult and pedi
atric beds, 116 bassinets and 75 out
patient clinics.
The combined facilities of the
School of Medicine, the Hospital,
the Yale Child Study Center, the
Yale School of Nursing and the
Yale Psychiatric Institute consti
tute the Yale-New Haven Medical
Center. The Connecticut Mental
Health Center is closely affiliated
with it and is directed by full-time
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At the annual meeting in February,
1967, William Horowitz, President,
General Bank and Trust Company,
and John Q. Tilson, Jr., a partner in
the law firm of Wiggin & Dana, were
elected to the Board of Directors of
Yale-New Haven Hospital. Attorney
Tilson filled the unexpired term of
his law partner, Arnon D. Thomas,
who died November 1 1, 1966, and
he also succeeded Mr. Thomas as
Counsel to the Hospital.
Six directors whose terms expired
in 1967 were re-elected to three-year
terms: They were John M. C. Betts,
Kingman Brewster, Jr., Frank G.
Chadwick, Jr., Franklin Farrel, III,
Charles S. Gage and Robert I. Metcalf.











Not since this Hospital opened its
doors 134 years ago as a "refuge and
asylum for the sick and distressed of
all lands" has it faced a future more
challenging than it does today.
Prompted by public awareness, en
couraged by Congressional action, and
buoyed by the excitement of unpar
alleled medical achievement, we are
preparing for bold new measures that
may well mark this period as a turn
ing point in the Hospital's long and
distinguished history.
We are going to see changes in the
very near future that will reflect
realistically in this community the
intent of the 89th Congress when it
declared "that fulfillment of our
national purpose depends on promot
ing and assuring the highest level of
health attainable for every person"
and outlined effective use of Federal
funds to help achieve it.
Already we are involved deeply in
changes prompted by a public that
believes facilities for good health care
are among the rewards of a productive
society. This Medical Center, a fusion
of medical education and research
through Yale University and the
treatment of patients through the
Hospital, is reaching into this and
outlying communities to foster
comprehensive health planning in an
effort to determine what is needed
and how it may be provided by
combining our efforts with those of
local. State and Federal agencies.
As for our efforts, here again we
are dealing with an unprecedented
situation: The announcement in
November by Kingman Brewster, Jr.,
President of Yale University, that
the University will seek $388 million
within the next ten years from its
alumni and friends to expand and
improve its total educational effort.
Included in this amount is $50.9
million allocated for salary endow
ment, training facilities and other
construction for the Medical Center.
And in turn, $19 million of that
figure will be directed toward Hospital
expansion and new construction.
The significance of this staggering
task is that we envision new con
struction as more than the piling of
one new floor atop another; we
believe it must accommodate new
philosophies. The Yale School of
Medicine is revising its teaching
curriculum to bring students into the
sickroom earlier in their training
which calls for a new approach in
design and function. The Hospital,
as well, is aware of the shifting need
to provide more acute care facilities
and devise new ways of treating
patients with less severe or long-time
disabilities.
The purpose in all this accelerated
activity is to create the climate, pro
vide the incentive and support the
efforts of talented men and women
who are developing, almost daily,
better ways of coping with illness
and accident. The Medical Center
has retained the architectural firm of
Douglas Orr, deCossy, Winder and
Associates to create a vital, progress
ive long-range program that will
include room for expanding ideas as
well as increased endeavor.
We pride ourselves at Yale-New
Haven that we have medical teams
ready to respond to a crisis at a
moment's notice no matter what the
problem may be. As a teaching
Hospital with the resources of a great
University and its School of Medicine,
we consider this our primary obliga
tion to all who come to us for help,
whether they come through the
routine channels of admission or
through the Emergency Service. The
quality of emergency treatment was
dramatically illustrated one foggy,
tragic night last December when three
Yale students were admitted, all near
death from multiple injuries received
when their car collided with a truck.
Despite the fact that the emergency
suite was already crowded with
victims of an earlier accident and
with other patients seeking attention,
two surgical teams were assembled
within a very short time to perform
delicate neurosurgical operations on
the students. Unfortunately, one
young man was too badly injured to
be saved, but the other two survived
—
and only because this Hospital had
the facilities and the personnel
trained to cope with the situation.
The student who did not survive
has made a place in history as the
donor of the first kidney transplant
to take place in Connecticut. I am
told that we have highly qualified
teams with the experience and skill
to undertake other operations of
this type but they are more concerned
at the present with problems of tis
sue rejection and the possibility that
these problems may be circumvented
in the future by new methods of
classifying and typing tissues much
as blood types are matched for trans
fusions. Certainly the ability to
transplant human organs is captur
ing the imagination of the world,
but many other advances are
adding to the total picture of medical
progress in what seems to us, as lay
members of the Hospital, an astonish
ing march of events.
In other important activities during
the year, the Board of the Hospital
marked the change in designation
and relationship of Dr. Albert W.
Snoke from Executive Director to
Consultant effective January 1, 1968.
Mr. Charles B. Womer, Administrator,
was directed to assume full responsi
bility of the Hospital's activities, also
effective January 1, 1968.
The Board regretfully noted tha
death of two men long associated
with this institution: D. Spencer
Berger and George S. Stevenson. Both
had been presidents of the Hospital.
Mr. Berger was active in many civic
affairs, but took special pride in the
efforts he undertook to help effect
the merger of Grace and New Haven
Hospitals and in the campaign to
raise funds for the Memorial Unit.
He was awarded honorary member
ship in the American Hospital Associ
ation in 1948, and eight years later
the Hospital inaugurated the D.
Spencer Berger Lectureship in his
honor. After a long illness, he died
in February at the age of 84.
Mr. Stevenson will be remembered
as a kindly gentleman who, as presi
dent of the Hospital for many years,
became a familiar sight to staff
personnel during his personal visits
to patient divisions. He succeeded
Mr. Berger as president and served
from 1950 to 1960. At the time of
his death. May 1, 1967, he was 85
years old. I had occasion, recently,
to re-read a speech he made some
years ago to nurses graduating from
our Grace-New Haven School of
Nursing, in which he took particular
interest. At that time he called upon
Solomon's biblical phrase which
serves us well today, and which he
felt had singular reference to medical
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Charles B. Womer
. .A year of assimilation ofMedicare
and the other bold health programs
of the 89th Congress,
. .A year of significant advances in
service to patients and the community
and in planning for future forward
strides;
. .A year in which the pluses consider
ably outweigh the minuses, even
though progress in some areas was
not as rapid as it was hoped it would
be.
Words such as these, I think, best
summarize 1967 at Yale-New Haven
Hospital as viewed from the inside;
a year of growth to which we can
point with pride, but a year which
leaves us with a formidable agenda
for 1968 and future years.
New and Improved Services and
Facilities
May, 1967, saw the opening of the
Newborn Special Care Unit of the
Eleanor Naylor Dana Perinatal Center,
a modern facility and program for
the intensive care of as many as 36
sick and premature infants. This
facility and the program it accommo
dates were considered so unusual it
was chosen by the National Institute
of Child Health and Human Develop
ment as the location for an inter
national conference in December on
the design and organization of special
care units for newborn infants. This
Unit, which represents the fulfillment
of a dream and concept developed
and nurtured by its director, Dr.
Louis Gluck, serves as a model for
other medical centers. Of course, no
facility of this type can be translated
from dream to reality without gener
ous financial support, which in this
case was given by Mrs. Charles A.
Dana and contributors to the
Hospital's Annual Fund of 1965-66.
Other major projects completed
during the year included:
. . Construction of six additional and
badly needed diagnostic radiology
rooms and supporting facilities in
the New Haven Unit One of these
rooms contains sophisticated
neuroradiology equipment made
possible through the generosity of
the Fannie E. Rippel Foundation.
. .A new and much expandedMedical
Records Department
. . Renovation and modernization of
the pediatric patient division on the
fifth floor of the Fitkin Building and
the adult unit on the first floor of
the Winchester Building.
In addition to new facilities, a
number of important programs and
services were established in 1967
including:
. . 77?e Medical Center's Chronic
Dialysis Program.
. .Program for Continuing Care.
. .Exciting advances in the computer
ization of laboratory examinations
by the Hospital's Department of
Clinical Laboratories.
In cooperation with the Dixwell
Legal Rights Association, Spanish
speaking counselor-expeditors were
added to our Ambulatory Services
to improve the care and advice given
to our increasing number of Spanish
speaking patients, many of whom
previously were unable to benefit
fully from their care because of their
inability to understand instructions.
Although we who administer
hospitals may, at times, overwork
phrases and statistics to describe the
importance of people to a hospital,
it is impossible to overemphasize the
role of those who tilt the scales be
tween excellent care and poor care,
between friendly service and indiffer
ent service. For this reason, at Yale-
New Haven we continue to devote
increasing attention to the brain,
heart and circulatory system of the
Hospital
— its employees and staff.
During 1967, bold wage and bene
fits schedules authorized the previous
year by the Board of Directors were
implemented. An equally impressive
and expensive program was approved
for implementation during the fiscal
year which began October 1, 1967.
This latter program, in addition to
significant wage and salary increases
which go into effect January 1, 1968,
includes greatly improved health and
hospitalization insurance benefits
and important improvements in the
Hospital's retirement program for
employees. These changes have
done much to close the long-standing
gap between Hospital salaries and
benefits and those prevailing in the
community for similar types of work,
but significant additional improve
ments will be required in future
years to close it completely.
Late in 1966, the Hospital retained
the Industrial Relations Center of the
University of Chicago to conduct a
comprehensive employee attitude
survey. This highlighted a number of
areas of misunderstanding, commu
nications deficiencies and needed
improvements in employee facilities
and programs. As a result, new and
improved employee orientation and
training programs were started in
1967 under the leadership of
Lawrence Loomis who had been
appointed Director of Employee
Education late in 1966.
National Shortage of health man
power has been a subject of increas
ing concern by both governmental
bodies and the public press. At Yale-
New Haven, a great deal of attention
is being paid to the problems of
recruitment and retention of per
sonnel with the result that we have
succeeded in hiring an increased
number of nurses, licensed practical
nurses, pharmacists and inhalation
therapists. Much of this improve
ment, however, has been offset by
the increased demands by greater
numbers of acutely ill patients.
Problems of recruitment and turn
over increased significantly during
1967 in some occupations, a
reflection of the overall labor short
age in the New Haven area and a
general belief that some hospital
occupations are unchallenging, un
rewarding and do not provide
sufficient opportunity for advance
ment. The extent of the problem is
demonstrated by the statistics of one
service department which has a
complement of 150 but hired 298
persons and had a similar number
leave during 1967, a turnover rate of
almost 200 percent.
One of our greatest challenges in
the personnel area for 1968 is to
develop training, guidance, and other
programs which will make many of
these service occupations more
attractive to potential employees.
These must include opportunities for
applicants selected from the com
munity's disadvantaged to bring
their motivations and skills up to the
appropriate "entry job" levels; for
training and guidance to prepare those
in "entry jobs" for promotion; and
the provision of greater opportuni
ties for promotion for those who
deserve it.
New appointments to the Hospital's
administrative staff during 1967 in
cluded:
. .William T. Newell, Jr., Assistant
Director, replacing Robert M. Sloane,
who resigned to become Associate
Administrator ofMonmouth Medical
Center, Long Branch, New Jersey.
Immediately prior to joining us, Mr.
Newell was Assistant to the Adminis
trator at Fairfax Hospital, Falls
Church, Virginia.
. James M. Malloy, Assistant to the
Administrator. Mr. Malloy, a
graduate of the Yale Program in
Hospital Administration, was our
Administrative Resident before
being promoted to his new position.
. . Robert W. Fox, Director of
Personnel, replacing William E.
Verespy who resigned to accept a
position in industry. Mr. Fox was
Manager of Employee and Com
munity Relations at the General
Electric Company, New Britain,
Connecticut, before joining the
Hospital.
. .Mrs. Luba Dowling, Department
Head, Operating and Recovery Rooms.
Mrs. Dowling previously was
Supervisor of the Memorial Unit
Operating Rooms.
Organizationally, the assignments
and activities of the Hospital's
Administrative staff were revised.
Each Assistant Director was assigned
coordinative responsibility for one
or more patient services such as the
surgical service, pediatric service,
etc. This change brings the Hospital
administration closer to, and involves
it more deeply in, direct patient
care activities.
Statistics and Finances
Statistical and financial reports for
the year ended September 30, 1967,
are listed in detail elsewhere in this
report.
Statistically, the year produced few
surprises. Total patient days in
creased slightly to 251,990 from
246,005 the previous year, an in
crease largely due to the additional
children's facilities provided by
Hunter 5 which opened in October,
1966; the expanded Newborn
Special Care Unit; and an increase in
census of adult medical patients.
Obstetrical deliveries and patient
days continued to decline. The rate
of decline, however, was less than in
each of the previous two years.
Clinic visits by service patients de
creased 3,957 (4.7%) while private
patient visits increased by 1 1,646
(10.9%), a continuation of a trend
which was predicted following the
enactment of Medicare. Emergency
Service visits increased nearly 6%
over 1966.
While the number of patients re
ceiving care did not change signifi
cantly in 1967, there was a consider
able increase in special services pro
vided to patients. For example,
laboratory examinations increased
1 1%, inhalation therapy treatments
16%, electrocardiograph examina
tions 1 1%, and isotope therapy treat
ments 13 percent.
Financially, the fiscal year which
ended September 30, 1967, was one
of real improvement when viewed
from the income and expense stand
point, but a year of mounting con
cern in other respects.
The operating loss as shown in the
financial statements was considerably
less than in 1966. However, there
was an increase in accounts receivable.
Net accounts receivable totaled
$4,767,370 on September 30, 1967,
compared to $3,736,191 on the same
date in 1966.
This increase of more than one
million dollars, however, offset the
improved financial performance re
ferred to above and consumed a sig
nificant amount of funds which
should have been used for the im
provement of facilities and services.
While it can be argued that much of
this increase in accounts receivable
represents potentially "good money"
since it is due from Medicare, Blue
Cross, State Welfare, etc., its inacces
sibility at any given time keeps the
Hospital in a continuing "cash crisis"
and seriously impedes the develop
ment and maintenance of necessary
patient care and service programs.
A very serious disappointment in
1967 was the continuing unrealistic
and negative posture of the State's
Hospital Cost Commission in regard
to reimbursement for outpatient
services to indigent and medically
indigent patients. An act passed by
the 1967 State Legislature, and ef
fective July 1, 1967, provides that
the State shall pay hospitals for out
patient clinic visits by State patients
at a rate "to be established annually
by the Hospital Cost Commission
for each hospital, such rate to be
determined by the reasonable cost
of such services." Despite legislative
mandate to end its previous arbitrary
attitude in this regard, the Hospital
Cost Commission established a rate
of 57 per visit for the year beginning
July 1, 1967. Even though this re
sponse represents an increase of $1
per visit over the previous rate, it
is still completely inadequate in view
of the fact that it costs this Hospital
on an average, more than $1 1 per
visit to provide such service. The
decision of the Commission has
been appealed to the Superior Court
by Yale-New Haven Hospital and
three others most affected. It is
hoped that the case will be heard
and a more satisfactory decision
rendered in 1968.
Such is the pace and vitality in
the hospital of a great medical
center. New modalities of care and
treatment are returning patients to
a productive life who would have
died even two or three years ago;
we are restoring others to good
health sooner than was considered
possible before; and we are striving
constantly to improve the length
and quality of life for those who
carry the burden of chronic or de
generative disease. These are expen
sive endeavors. They are expensive
in the demands they place upon em
ployees and medical staff, on facili
ties and equipment, and they are ex
pensive in terms ofmoney. And yet
the effort and cost are worthwhile
to the Hospital's Board of Directors,
to its dedicated volunteers, its em
ployees and medical staff and to its
gracious benefactors.













Courtney C. Bishop, M.D.
Medical Staff
Dr. Hugh L. Dwyer, Jr., completed
his second term as President of the
Medical Staff at its annual meeting
in April, 1967, and was succeeded
in that elective office by Dr. Robert
R. Berneike. Dr. Isao Hirata, Jr.,
continued to discharge in his own
inimitable manner the duties of the
Secretary. The staff met for dinner
and the subsequent transaction of
business in October, January, Febru
ary and April in accordance with its
traditional pattern. Drs. Lewis L.
Levy, Elisha Atkins, Harry R. New
man and Arnold B. Rilance, respec
tively, served as liaison members of
the Medical Staff to the standing
committees of the Board of Direc
tors for budget and finance, public
relations, personnel and nursing.
Dr. Rilance also served on the liai
son committee to the Hospital
Council of Greater New Haven.
Medical Board
The Medical Board maintained its
regular schedule of monthly meet
ings except for the two summer
months. In December, Dr. Henry T.
Clark, Jr., Program Coordinator of
the Connecticut Regional Medical
Program, became a regularly invited
guest of the Board to facilitate liai
son between the professional aspects
of the Hospital and the regional plan
ning under the provisions of the
Federal program for Heart Disease,
Stroke and Cancer. During the late
spring, the Medical Board approved,
for the purposes of improvement in
house officer training, a recommen
dation of the Department of Surgery
to establish a hand clinic, supervised
jointly, but full-time and part-time
faculty, to provide initial hospital
and long-term ambulatory care for
patients with hand injuries who were
admitted through the Emergency
Service but were not identified with
individual private surgeons. Effective
July 1, 1967, the Board approved a
recommendation of the Chiefs of
Service that members of the house
staff above the rank of intern wear
long white coats over conventional
business clothes and that the tradi
tional uniform of white pants and
short white jackets be reserved for
the first year group. In September,
the Director of Continuing Care was
added to the membership of the
Medical Board. On November 30
and December 1, the Joint Commis
sion on Accreditation of Hospitals
completed its regular triennial sur
vey and the Hospital was fully accred
ited again for a three year period.
Patient Care
Organizationally, two changes of
significance were made during the
period of this report. In the Ambu
latory Services, the position of Dir
ector of Clinic Service was created
to provide continuity and integra
tion of the various clinic programs.
His administrative responsibilities
are comparable to those of the Dir
ector of Emergency Service and the
Director of Personnel Health. All
three report to the Director of Am
bulatory Services. Secondly, there
was created on July 1 a Hospital
Department of Continuing Care to
plan and develop within the Medical
Center a realistic and effective ap
proach to this rapidly expanding
facet of total health care. Profes
sional appointments within this
discipline will be assigned to the
Department of Medicine.
The Medical Center's dialysis pro
gram under the direction of Dr.
Howard Levitin continued to ex
pand during the year; the hemodi
alysis division of the program grew
from infancy to maturity. This
latter program, which is the only
one of its kind in Connecticut, em
ploys a mechanical method of con
trolling, at least temporarily, the
lethal effects of progressive, chronic
kidney disorders and offers extended
life and productivity to patients fol
lowing a full day, twice a week
treatment regimen. At the begin
ning of the year there was only one
patient benefiting from this unique
therapy; by the end of the year
there were four. The facilities re
quired for this program have consid
erable impact upon Medical Center
resources. This is emphasized by the
fact that these four patients require,
for their treatments twice a week,
the full time services of two graduate
nurses and one technician; the part-
time services of two physicians and
the full time use of two artificial
kidney machines. The peritoneal
dialysis division of the overall pro
gram is planned for 15 patients, each
requiring one treatment of 24-36
hours duration each week. If the
total program were to expand as it
is presently conceived, the projected
requirement for beds and personnel
will necessitate full time use of four
hospital beds, two additional nurses,
one technician and another physician.
Two possible solutions may entail
1) increased simplification of equip
ment that would permit home use,
and 2) fruition and further expan
sion of the program for kidney
transplantation developed by the
Department of Surgery. The first
such transplant operation at this
Medical Center took place in
December.
The Coronary Care Unit, the es
tablishment of which was noted in
last year's report, has, during its
first year of operation, proved to be
another patient service that saves
lives. Up to October 1, 1967, there
had been 189 admissions to this
unit with 49 deaths representing an
overall mortality rate of 25.93 per
cent. The mortality rate for this
type of patient in acute general
hospitals without coronary care units
is reported to be approximately 30
percent.
Dr. Harold N. Willard, former Dir
ector of Chronic Care at Thayer
Hospital in Waterville, Maine, was
appointed Director of Continuing
Care on July 1 and given responsibil
ity for developing this new depart
ment at Yale-New Haven. A gradu
ate of the medical residency at New
York Hospital in 1948, he has de
voted his career to problems of the
chronically ill and the development
of new techniques not only for ex
tended institutional treatment but
also for effective rehabilitation. Dr.
Willard now brings to this Hospital
rich experience in a challenging and
expanding field.
Dr. Benedict R. Harris, a career-
long member of the Medical Staff and
Chief of Medicine for the Community
Division since December, 1959, with
drew from his post to accept appoint
ment as Chief of Medicine of the
Atomic Bomb Casualty Commission
at Hiroshima, Japan. Dr. Harris was
succeeded by Dr. Samuel D. Kushlan,
a graduate of the Yale School of
Medicine in 1935 who, after training
experiences on the medical services
both of this Hospital and Massachu
setts General Hospital, entered the
private practice of gastroenterology
in this community and simultaneously
became a part-time member of the
medical faculty. With his combined
background of community practice
and teaching, Dr. Kushlan can be
relied upon to offer effective leader
ship to the medical service in the
Memorial Unit.
Dr. Josephine M. Fuhrmann was
appointed Acting Director of Physi
cal Medicine and Rehabilitation on
March 22, 1967, to succeed Dr. Carl
V. Granger who had resigned earlier.
Formerly a member of the full-time
staff at Gaylord Hospital and prim
arily interested in the treatment and
rehabilitation of chronic disease,
Dr. Fuhrmann became a member
of this Hospital Staff on July 30,
1965, and has devoted her entire
attention to this department since
that time. She is particularly well
suited to continue its direction.
On September 15, 1967, Dr. Nelson
K. Ordway, Attending Pediatrician
and Assistant Chief of Pediatrics, re
signed from the staff to accept ap
pointment as Professor of Pediatrics
at the University of Oklahoma. Dr.
Ordway was appointed to the staff
of this Hospital in January, 1958;
served as Chief of Pediatrics from
July 1, 1958, until July, 1964, and
thereafter as Assistant Chief of Ser
vice until his resignation.
Effective July 1, 1967, Dr. Gerald
Klatskin was appointed Assistant
Chief of Medicine and Dr. Robert
S. Gordon was appointed Assistant
Associate Chief.
In the Department of Surgery,
Dr. William J. German retired as
Chief of the Section of Neurosurgery
on July 1/ 1967, for reasons of age
and was succeeded by Dr. William J.
Collins. Dr. German came to this
Hospital as an Assistant Resident in
Surgery in July, 1928, already com
mitted to an academic career in
Neurosurgery. Following completion
of the General Surgical Residency in
1931, he embarked upon the de
velopment of the Section he subse
quently served so faithfully and es
tablished so firmly. Dr. Collins
graduated from the Yale School of
Medicine in 1947, completed his
residency and postgraduate training
in Neurosurgery at Barnes Hospital
in St. Louis in 1954, and then served
for nine years as a member of the
faculty at Western Reserve Univer
sity School of Medicine. From 1963
to 1967 he was Professor and Chair
man of the Division of Neurosurgery
at the Medical College of Virginia.
Also on July 1, Dr. B. Marvin Har
vard, Jr., withdrew as Chief of the
Section of Urology to devote more
time to private practice. He was
succeeded by Dr. Bernard Lytton,
F.R.C.S. Dr. Harvard was appointed
to the staff of this Hospital in July,
1952, and in the following year
assumed the directorship which he
retained until the time of his resigna
tion. Dr. Lytton graduated in medi
cine from the University of London
in 1948 and received his surgical
training at the London and King's
College Hospitals with an intervening
year as Assistant Resident Surgeon
at the Royal Victoria Hospital,
Montreal. He was appointed Clini
cal Associate at Yale-New Haven on
March 28, 1962, to serve as assistant
to Dr. Harvard in supervision of the
Urology Section. He was advanced
to Associate in September, 1962, and
was promoted to Attending rank
in April, 1967, upon certification
by The American Board of Surgery.
In the Department of Ambulatory
Services, Dr. Desmond Callan, a
graduate of the College of Physicians
and Surgeons in 1960 and the train
ing program in Neurology at Presby
terian Hospital in 1964, was appointed
an Associate in Medicine on March
29, 1967, with assignment as Director
of Clinic Service. Dr. Daniel S. Rowe
was appointed Assistant Attending
in Pediatrics on January 25, 1967,
and assigned Director of Pediatric
Ambulatory Service to replace
Dr. Frederic M. Blodgett who re
signed to accept appointment as
Professor of Pediatrics at Marquette
University. Dr. Rowe is a graduate of
Jefferson Medical College and
completed specialty training in
Pediatrics at the Babies Hospital
in New York after five years' exper
ience in private practice.
During the period of this report
Dr. Stevenson Flanigan, Attending
Surgeon (Neurosurgery) resigned to
become Chief of Neurosurgery at
the University of Arkansas; Dr.
James W. Hollingsworth, Attending
in Medicine, withdrew to assume
new duties as Professor and Chairman
of the Department of Medicine at
the University of Kentucky; and
Dr. John J. Kneisel, Attending in
Surgery, also withdrew to become
associated with the developing medi
cal faculty of the University of
Connecticut.
Medical Staff Organization
The composition of the Medical Staff on September 30, 1967, as compared
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Clinical Fellows . . .
Interns and Residents
Total House Staff.
Professional Staff (Non M.D.).
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Included in the above are:
*Full-time physicians . . .








'Includes physicians with offices at the Veterans Administration Hospital and
the Connecticut Mental Health Center who also have Yale-New Haven Hospita
appointments.
Ae/v AppoinvTierts .96/
as of September 30
Altogether 82 new appointments were made to the Medical Staff during the year in the rank and departments indicated
below. Of these, 51 were members of the full-time faculty, 16 were members of the Outpatient Department and 15 were
practicing physicians. There was a net increase of 25 physicians serving on the Medical Staff.
Name
Ronald C. Ablow t*
Joel Allison t
Victor A. Altshul
Frederic P. Anderson t
Gerald G. Anderson t
Edgardo F. Betancourt t
Arthurs. Blank t
Phyllis T. Bodell t
Ben Bursten
Desmond Callan t
Joseph C. Cleveland t
William F. Collins, Jr. t
Eugene A. Cornelius t
Robert K. Davies t
Ralph J. DePonte




Joseph H. Galicich t
James R. Gallagher t






John P. Hayslett t*
Edward R. Heins t
George R. Heninger t*
Teodoro Herskovic t
Walter J. Hierholzer t









Robert J. Lifton t
David B. Ludlum
James H. Mahnke t












































































































John C. Marsh t
Richard H. Mattson t
Charles P. N. McCarthy
Jack R. McNeish
William G. Meffert t
Arthur H. Mensch t
Joshua Miller t
Gustavo S. Montana t*
Allan H. Nowack t
John F. Raycroft
Ralph F. Reinfrank
Robert R. Rickert t
Stephen S. Rosen
Daniel S. Rowe t*
Marc A. Rubenstein t




John E. Schowalter t
Allen D. Schwartz t
Arthur H. Schwartz t
Lambros E Siderides
John A. Simpson




Edward O. Terino t
George F Thornton t
Gary L. Tischler t
Gary J. Tucker t*




Robert M. Weiss t
Cynthia Wild t


































































































































































































































































































Courtesy and Physician to
Outpatient Department
Courtesy and Physician to
Outpatient Department
































































































































Kenneth G. Johnson Medicine







































































































































































































































































Died February 22, 1967 Died May 1, 1967
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There is a growing preoccupation
with health affairs throughout the
country. This is evidenced by the
virtual epidemic of federal health
legislation recently passed or under
consideration, the proliferation of
local, regional, state and national
planning agencies, and the increas
ing involvement of consumer repre
sentatives or of "the public" in all
matters concerned with health.
Cost of health care, quality of
health care and the efficiency and
optimal utilization of the resources
of health care, through proper
organization and administration, are
among the issues continually raised
by both critics and defenders of the
present health system. The rapidly
increasing costs of hospital and
medical care prompt the frequently
heard questions of, "Can an individ
ual afford to get sick?" "Is the
present health care system pricing
itself out of existence?" "Is the
patient getting his money's worth?"
or "Is there not a different health
care system that would be more
efficient, more economical and
provide a better utilization of
personnel and facilities?"
All components of our health
care system are receiving public and
private criticisms. The pharmaceu
tical industry is involved in questions
of excessive charges and profits, and
all types of controls. The physicians
face accusations of striving to pre
serve the status quo, of a lack of
understanding of their influence on
all aspects of health care and of
their inability to participate con
structively in planning to meet
current needs. Nursing organizations
are bitterly assailed for overemphasis
upon professional status and upon
collegiate education for nurses, with
out giving equal attention to the
increasing problem of shortage of
all types of nursing personnel who
are desperately needed at the sick
patient's bedside. Much of the
criticism of all three professions is
exaggerated and unfair—there is also
justification.
Hospitals particularly are in the
limelight of the public's attention
today. They are the target of serious
criticisms relative to their costs,
efficiency of operations, utilization,
quality of care, and their responsi
bility and accountability to and for
the public. The Secretary of Health,
Education, and Welfare has made
public comments on the inefficient
management of hospitals. There
also are continuing efforts in
Washington to control the use of
depreciation funds of the individual
hospital through governmental or
regional bodies which are unrelated
to the hospital's own governing
board. These attitudes and efforts
cannot be explained simply as the
result of lack of communication or
of understanding, nor of a strong
bias toward "socialized medicine"-
whatever the definition of this most
overused or underdefined phrase
may be.
It must be admitted that hospitals
are vulnerable to much of the
criticism. Their costs continue to
mount astronomically. No know
ledgeable hospital representative
will hold out any hope that there
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will be a plateau, let alone a decrease
in costs. The hospital is a most
visible health resource which is
almost unique in its susceptibility
to public scrutiny, criticism and
control. Such accountability is
much more difficult to pinpoint in
other components of the health
field. For example, the individual
physician determines the quality of
medical care, the number and
variety of procedures or drugs
ordered, the admission and dis
charge of the individual patient
and the resultant length of stay in
the hospital. He functions, in the
great majority of the hospitals in
this country, as an independent
entrepreneur and yet has a pro
found influence upon the hospital
economy. Hospitals and their
programs are designed hopefully
to meet medical and patient needs
rather than to dictate medical care
programs and philosophy. However,
hospitals rather than their physicians,
who do determine the medical care
programs and philosophy, continue
to be the focus for criticisms as
well as for efforts to control
medical practice through such
mechanisms as accreditation pro
grams and a mounting number of
legislative and other third-party
requirements.
It is not the purpose of this report
to defend the present hospital system
of this country nor to present
solutions or programs on a national
basis. These can and are being done
in a comprehensive and constructive
manner by the American Hospital
Association in association with
other health organizations, by the
Department of Health, Education,
and Welfare, and by Congress. One
of the problems that the American
Hospital Association faces is that
our national hospital system is made
up of a variety of institutions with
differing philosophies and programs,
all affected by or dependent upon
local conditions, needs and circum
stances. This report will focus upon
the major criticisms or concerns
which are directed from various
sources toward hospitals in general,
and will describe, as factually as
possible, the plans, accomplishments
and failures of the Yale-New Haven
Hospital in recognizing and in meet
ing these criticisms and concerns.
Although the discussion will center
around this institution, few of the
Yale-New Haven Hospital's activities
can be discretely isolated from the
other health care activities of the
local community and of the State
of Connecticut, nor will they differ
very much from efforts being under
taken by other hospitals of the
region. John Donne's statement
that "No man is an island" is
particularly applicable to the hospital.
The answers of the Yale-New Haven
Hospital to concerns of the public
hopefully can be of assistance in
responding to similar questions
directed to voluntary hospitals in
general.
The high cost of hospital care and
the difficulties faced by patients in
meeting these costs are of paramount
importance. Some of the questions
that must be answered are: Are
our personnel being used most
effectively? Is our operation
efficient and economical? Are our
facilities being utilized most
efficiently? Do we have adequate
incentives to improve utilization,
efficiency and quality?
The greatest potential savings to
society in general for total health
care is in the appropriate use of the
spectrum of high and low cost
services. This would result in a
decrease in the inappropriate
utilization of the expensive bed in
the acute care general hospital. The
objectives of the Yale-New Haven
Hospital are very clear in this
regard—to admit and retain patients
in this very expensive, complicated
acute bed facility only when
necessary for proper care of the
patient. Such a policy is dependent
upon the practical implementation
of the philosophy and program of
providing for a "continuum of
health care." This would necessi
tate available facilities in the
community which could render a
full spectrum of service from
maintenance of health to care for
acute or chronic illness to care for
the dying. Each individual should
be cared for in the most effective,
economical and appropriate facility
for his own particular condition.
This in turn requires flexible and
easy transfer so that the right
patient can be in the right place at
the right time.
The Yale-New Haven Hospital is
thus concerned simultaneously with
programs of preventive medicine,
of ambulatory care in the emergency
room and clinics, of specialized
diagnostic and therapeutic services
on an ambulatory basis for patients
of referring private physicians, of
acute inpatient care, of early dis
charge with planning for convalescent
and chronic care, and of organized
home care. The progressive patient
care concept, which was originally
conceived as functioning within the
acute care institution, is now being
extended to pre- and post-general
hospital care throughout the com
munity. The hospital is concerned
about the total health service and
thus the total health expense bill-
whether it is financed by the individ
ual or by voluntary and governmental
insurance.
Any such extension of the general
hospital into this broad spectrum of
health care cannot spring full-pano
plied like Athena from the brow of
Zeus. It requires the careful develop
ment of integrated programs and
close relationships to allied health
institutions. These may well take
years to develop. Such programs
have long been advocated by this
hospital. The implementation has
been hampered by lack of funds and
space, and by the laborious process
of arriving at a general consensus of
the persons and organizations which
are concerned. Such planning is now
beginning to show tangible results.
Increasing emphasis is being placed
by the Yale-New Haven Hospital
upon the ambulatory service from
the point of view of service, teaching
and research. It is no longer the
step-child of the university teaching
hospital but a major division of the
medical center. The emergency
department has adapted the "triage
system" whereby immediate care is
given when necessary, while all non-
emergent patients are checked by a
physician and referred to appropriate
follow-up facilities. The clinics are
rapidly losing the traditional separa
tion of "private clinics" and "ward
clinics," and are now combining
facilities and services into single
clinics with resultant savings of space,
equipment and personnel. A major
objective continues to be to provide
the practicing physician of the com
munity and the state with increas
ingly sophisticated diagnostic and
therapeutic services for those of his
private ambulatory patients that he
refers to the medical center.
Ideally, a facility such as a motel
should be available near the medical
center. This would be helpful for
ambulatory patients coming from a
distance who are undergoing
diagnostic studies and therapeutic
treatment over several days' time as
well as for families of inpatients.
Such a service has not been
developed, although the possibility
has been under discussion for some
time.
At the other end of the hospital
care spectrum is the formation of a
department of continuing care in the
medical center. Staff, facilities and
programs are being designed to en
able physicians to transfer their
patients at early stages in their illness
from the acute care divisions of the
hospital to continuing care facilities
either inside or outside the institution.
A continuing care facility is being
planned within the hospital. Formal
affiliation agreements are being
explored with other chronic care and
rehabilitation institutions in the area
as well as with certain convalescent
and skilled nursing homes. The
formation of a medical center based,
organized home care program is also
being explored.
The hospital faces a substantial
handicap in its planning in these
areas due to the lack of flexibility in
insurance and prepayment programs
for the financing of the patient's
health care in the most appropriate
environment which may not neces
sarily be within the hospital walls.
Health insurance in Connecticut has
been oriented to hospitalization in
the acute care general hospital.
Connecticut Blue Cross has been
trying for some time to broaden its
coverage so as to remove the financial
pressure for inpatient bed use as
contrasted to home care and expanded
ambulatory and continuing care.
Only recently has the Connecticut
Legislature passed enabling legisla
tion. Thus the first step has been
taken for the establishment of a truly
flexible system of a "continuum of
health care."
Parallel with the efforts to avoid
the use of expensive inpatient facili
ties when less expensive facilities
could be used equally effectively is
a continuing effort to operate the
institution with a maximum of
efficiency and economy. Auto
mation in delivery and transporta
tion systems, in record keeping, in
business services and in management
controls plus an extension of the use
of more sophisticated computers all
are being intensively explored by the
administration of the hospital. The
use of the Hospital Administrative
Services of the American Hospital
Association has been of value in
comparative management studies
with other university teaching
hospitals. A study of an expanded
statistical and quality control pro
gram is currently being undertaken
by the Connecticut Hospital
Association, the Connecticut Blue
Cross and the Department of
Epidemiology and Public Health of
Yale University. This study holds
promise of building upon the
pioneering work done by the Pro
fessional Activity Study (PAS) of
the Commission on Professional and
Hospital Activities. Hopefully, all
the Connecticut hospitals will eventu
ally have a more sophisticated and
comprehensive approach to statistical
and quality control.
The utilization committee of the
Yale-New Haven Hospital is working
currently with the staff of the
Department of Epidemiology and
Public Health to devise a utilization
review mechanism that will substan
tially improve the effectiveness of a
program that, so far, has been char
acterized in many hospitals only by
gestures.
The development of a formulary
system by an active pharmacy com
mittee has resulted in a rational
drug therapy program using non
proprietary drugs from reputable
drug companies. This is producing
substantial savings to the hospital
and to the patient.
Improved personnel administration
and supervisory training as well as
more effective utilization of skilled
personnel for those duties for which
they have been specially trained have
been on-going programs in the
hospital. For example, for some
time many clerical, housekeeping
and dietary functions are no longer
the responsibility of nurses. Ancil
lary personnel and service depart
ments are being utilized more and
more to allow doctors, nurses, and
technical personnel to devote ther
efforts to their own specialized
functions. The tangible results in
thus reducing operating costs have
not been as great as was hoped. The
complexity of acute hospital care
requires that much of the physician
and nurse substitutes be by other
well-trained specialists, such as phar
macists, dietitians, inhalation thera
pists, computer and professional
technologists. Their wage levels are
such that only minimal reductions
result.
The seven-day week, with daily
utilization of expensive operating
facilities and higher occupancy
of the hospital holds promise of
additional economies. Such depart
ments as laboratories, radiology,
dietary and nursing already function
on essentially a seven-day week.
However, one barrier to a successful
expansion to a genuine seven-day
week is the present shortage of per
sonnel and the unwillingness of
many to work on weekends. In
spite of this, the seven-day work
week should be explored further.
With all of the sophisticated man
agement and administrative tools
that are being used, or being consi
dered, any spectacular decrease in
hospital expenses should not be ex
pected, partly because any effect
would be gradual and partly because
any effect would be based on the
particular nature of the hospital
industry. The public and third-
party reimbursement agencies
must realize that hospitals are a
service industry in which from 68
to 75 percent of the hospital ex
penses are in personnel costs. If
hospitals are to be competitive with
increasing wages in the community,
the result must, of necessity, be
reflected in increased personnel
costs. Automation cannot be the
total substitute for personal service
at the patient's bedside — its more
likely result is to assist the scarce
professional (doctor, nurse and
technician) in doing a better job
in his primary responsibility of
patient care.
The current practice of evalua
ting or comparing hospital costs
on a per diem basis is outmoded
today. As patients are kept out
of the hospital, or have early dis
charge, there will be an inevitable
concentration of the more acutely
ill patients in the acute hospital
beds. The total cost to the individ
ual patient for all of his illness or
the overall cost to society may well
diminish as more economical facili
ties are utilized. But the per diem
cost of the acute care general
hospital will inevitably increase
markedly as it becomes more ex
clusively an intensive care institu
tion.
Incentives to improved manage
ment and to greater efficiency in
hospitals are currently being advoca
ted by the public and by third-party
reimbursing agencies as necessary if
they are to have confidence in the
economics of the voluntary hospital
system. This is a valid consideration
on their part, particularly as the per
centage of the patient population
covered by total cost reimbursement
by third parties rises. Hospitals can
not expect a blank check for total
cost reimbursement. However, it is
unrealistic to conclude that strong
and important incentives for in
creased efficiency of utilization and
for economy of operation do not
currently exist in the Yale-New Haven
Hospital, although its present costs
are high and are rising. A waiting
list for non-emergency surgery of
from six to twelve weeks and the
demand by both doctors and patients
for admission causes pressure for ear
ly discharge. Annual subsidies of
more than $1,200,000 required to
provide care to indigent and medi
cally indigent in- and outpatients
certainly is an incentive for econ
omy. This is particularly true when
the income from the hospital endow
ment and the contribution from the
United Fund are so small that it is
necessary to charge self-pay patients
from $15 to $22 a day over the hos
pital cost in order to provide the sub
sidy required for "free care." In addi
tion, the accounts receivable are
mounting and there is a resultant
chronic deficiency of operating cash
which interferes with adequate re
placement of equipment and with
the renovation of facilities. It is hard
to imagine what further incentives
to the administration of the hospi
tal would be necessary to stimulate
any further efforts to improve uti
lization, economy and efficiency.
Comprehensive planning of health
facilities, effectively integrating ser
vices within the hospital with services
in the community, has been a continu
ing program of this hospital over the
past nine years. The Yale-New Haven
Hospital is currently re-assessing its
internal master plan of program and
and facilities to provide as efficient
as possible a general hospital for pa
tients requiring acute care in the con
text of the teaching and research re
sponsibilities of the Yale University
School of Medicine. The hospital
also is placing emphasis upon facili
ties for ambulatory and continuing
care whereby the patient may prop
erly be cared for outside the hospi
tal or be discharged as promptly as
possible.
In addition to its intramural plan
ning, the hospital is working actively
with the other local hospitals, the
Veterans Administration Hospital
facility in West Haven, and with the
Community Council of Greater New
Haven in the preparation of a com
prehensive health care plan for the
region. This planning will be co
ordinated with the planning of the
Connecticut Hospital Planning Com
mission (a voluntary body made up
of representatives of the citizens of
the state) and approval of the Com
mission will be sought.
The hospital and the medical
school, in partnership with the
University of Connecticut School
of Medicine, is lending major sup
port to the Connecticut Regional
Medical Program, which is devel
oping into as comprehensive a
health planning effort as exists in
any of the 49 programs for Heart,
Stroke and Cancer and Related
Diseases in the United States. The
Connecticut Hospital Planning
Commission and the Connecticut
Regional Medical Program are two
statewide agencies, operating under
voluntary auspices and with broad
citizen representation but with close
partnership with local and state
governmental officials. They both
have great potential to establish
effective comprehensive health plan
ning with avoidance of unnecessary
duplication of expensive programs
and facilities, and to provide mech
anisms for the control of the uneces-
sary use of capital funds for facili
ties and programs.
Cooperative operational activities
for economy of hospital operation
are being undertaken that already
indicate substantial savings. A sig
nificant example is the participa
tion of the Yale-New Haven Hospi
tal in cooperation with three other
area hospitals in the planning for a
cooperative laundry. If current
plans mature, the new laundry will
be in operation within 30 months;
it will have an eventual capacity of
approximately 15,000,000 pounds
a year, will provide services at a unit
cost approximately the same or less
than any of the existing hospital
laundries, and will result in capital
savings to the four hospitals because
they will not have to raise approxi-
mately $2,000,000 that would have
been necessary if separate laundries
were to have been constructed, reno
vated or enlarged.
Another example is the group pur
chasing program under the leader
ship of the Connecticut Hospital
Association through membership
in the Hospital Bureau, Inc. This
has resulted in estimated annual sav
ings for the hospitals of Connecticut:
Medical, surgical, pharmaceutical
equipment and food supplies
$ 80,000
Oxygen and medical gases
$ 60,000
Fuel oil for heating purposes
(in process of negotiation)
$ 50,000
$190,000
A third example is a feasibility
study, undertaken by the Yale-New
Haven Hospital in partnership with
the Connecticut Regional Medical
Program, of a regional laboratory
designed to provide improved lab
oratory service at less cost to the
physicians and to the institutions
of the area. Such a program could
well become a prototype for other
parts of the country.
The future patterns of medical
care and the future organization of
health services will undoubtedly
have as much, if not more, impact
upon the cost of health care in the
country than any changes in opera
tion or in construction of hospital
facilities. As noted earlier in the
report, the Yale-New Haven Hospi
tal is perceptive to changing pa
tient, physician and community
needs. It is attempting to react
to them. The hospital does not
change medical practice. However,
it does have an important role in
planning, establishing and support
ing of appropriate medical practice
changes. This institution, as part
of the Yale-New Haven Medical
Center, has encouraged the develop
ment of models of community-based
comprehensive prepayment and
group practice programs to care for
segments of the population. Two
such programs are a university com
prehensive health care program and
a labor-community sponsored pre
payment comprehensive group prac
tice program. In addition, the hos
pital has evidenced willingness and
desire to explore closer affiliation
with other health care institutions
and has expressed sympathy with
the development of branch or satel
lite institutions by or in cooperation
with the Yale-New Haven Hospital
if community planning so indicates.
It has consistently provided hospital
privileges to general practitioners and
has encouraged the strengthening of
the personal, identifiable physician
for each service patient, the tradi
tional "ward" patient of the past.
Progress in the training of the fam
ily physician and in the treatment
of the service patient as a sick person
with family and community respon
sibility has been slow. However, it
has been encouraging to note the
increasing interest taken by medical
students and resident staff in total
patient care and community activi
ties. The faculty and the medical
staff also are actively exploring
extension of their services into the
community through the medium of
the Connecticut Regional Medical
Program and through better organi
zation of the medical center's staff.
This, understandably, can be expected
to be a long and rather laborious pro
cess of change in an academic environ
ment fundamentally oriented to
research and teaching.
Recent concrete examples of the
desire to extend the medical center's
patient care, teaching and research
interests into the community are
the Family Health Care Project and
two neighborhood health programs
in the nearby "Hill" area. Although
currently limited to selected families,
to pediatrics and to psychiatry be
cause of funding requirements, a
commitment to extend the univer
sity teaching medical center beyond
its local four walls is well established
and undoubtedly will receive more
attention in the future.
This report of responses by the
Yale-New Haven Hospital to chang
ing needs and demands is not a
record of final achievement nor can
the efforts be viewed with compla
cency. Needs are too great and
there is too much change for any
hospital to be satisfied with its pro
gress, which may too often be char
acterized by agonizing delays and
indecisions. However, the Yale-New
Haven Hospital, its administrators,
personnel and medical staff are
facing, realistically, the many issues
and problems and are attempting to
respond constructively.
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It was with great pride that the
Women's Auxiliary celebrated the
fifteenth anniversary of its founding
during the year 1967. Due to our
founders' foresight we have con
tinued to expand our service to the
hospital not only as active workers
within the hospital, but as goodwill
ambassadors in the community.
At the annual meeting of the
Auxiliary in April, thirteen of our
members were presented with award
pins representing completion of
fifteen years of continuous in-
service volunteer work within the
hospital. During this year 472
volunteers have given 36,000 hours
to the hospital. Of this number
135 were Junior members who re
presented all areas of the com
munity.
During the financial year ending
March 31, 1967 the Carryall Shops
netted $28,342. Additional income
of $1,359 was realized as our com
mission from the nursery photos.
From these monies, the final pay
ment of $25,000 toward the reno
vation of the pharmacy area and
$2,150 for the drawing accounts
for the pediatric divisions and
clinics was made to the hospital.
In addition, the sum of $1,163 from
the Remembrance Fund was used
to provide television sets for the
solaria in the New Haven Unit
and blenders for outpatient use.
In December, the Board of
Managers of the Auxiliary, on the
recommendation of the Projects
Committee, authorized a pledge
of $80,000 to be paid over a three
year period toward the renovation
of the Fitkin I area.
A total donation of $335,000
has been made to the Hospital by




Mrs. M. Scott Welch
1st Vice Presiden t
Mrs. Rudolph F. Zallinger
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Mrs. S. Michael Gompertz
Treasurer of the
Carryall Shops
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Director of Blood Bank
Joseph R. Bove















































George O. Gelinas, Jr.
Harvey A. Lichter
James A. Washington, Jr.



































































































Allan V. N. Goodyer
Martin E. Gordon
Robert S. Gordon




























































































Alexander B. Timm, Jr.
Robert M. Vogel



















































































Arthur C. DeGraff, Jr.
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Andrew S. Anastasio, D.S.C.
Anthony Buemi, Pod. D.
James Cavallaro, D.S.C.
Harold S. Diamond, Pod. D.
Raymond Feldman, Pod. D.
Philip Frghtlin, D.S.C.
Milton Krantz, D.S.C.
Stanford S. Rudnick, D.S.C.















































































































































































































































Sandra P. Boltax t
Daniel B. Caplan
Salvador Castells









Morton D. Kurland t
Gail Landy
Bernard Langenauer t






Leland W. Wight, Jr.
Alois Zapletal
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Richard A. I say
Henry G. Jarecki
Robert J. Lifton
Darius G. Ornston, Jr.
Max P. Pepper















Physicians to the Outpatient
Department
James C. F. Healey
Richard Karpe































































Sidney J. Blatt, Ph.D.
Martin Harrow, Ph.D.
Kenneth Kenniston, Ph.D.
Daniel L. Levinson, Ph.D.
































Gale R. Ramsby, Jr.
John V. Reardon




















































William W. L. Glenn
Ira S. Goldenberg
Mark A. Hayes







































Physicians to the Outpatient
Department
Henry N. Blansfield
Paul J. Gerrity, Jr.
William Kessler
GiocchinoS. Parrella








































































Physicians to the Outpatient
Departmen t
Irwin W. Abrahams























































George O. Gelinas, Jr.
Harvey A. Lichter












































































































































































Redford B. Williams, Jr.














































































































































































































Richard A. Brand, Jr.
Robert L. Carangi
John W. B. Cheng
Michael R. Curci




















For Years Ended September 30, 1967 and 1966
DURING THE YEAR CHARGES TO PATIENTS WERE:










FROM CHARGES WE DEDUCTED:
Contractual and other allowances $ 2,960,477
Provision for uncollectable accounts 1,662,767
Making a total deduction of












IN ADDITION TO INCOME FROM PATIENTS, WE RECEIVED
INCOME FROM:
Free Bed Funds $ 142,044
United Fund . . .
Making a total of.






HOWEVER, TO TAKE CARE OF OUR PATIENTS, IT COST
US FOR:
Salaries
Supplies and Other Expenses
Making a total cost to us of
WHICH LEFT US WITH AN OPERATING LOSS OF .














In 1967, after applying all sources of income, the Hospital met its operating costs plus 2 percent as opposed to a loss of .6 percent in 1966.





Other Assets . ...
Due from Temporary Funds
Due from Endowment Funds















ENDOWMENT AND SPECIAL FUNDS:
Cash . .
Investments
Due from General Funds
Land, buildings and equipment ■ ■ ■














Accounts Receivable . . ....
Due from Endowment and Special Funds











Land, buildings and equipment (Net)
Construction in progress







GROSS TOTAL - ALL FUNDS:
Less inter-fund accounts







(1) Includes S7, 102, 156 for adjustment to market value.
GENERAL FUNDS:
Accounts and notes payable . . . .
Accrued expenses ... . . .
Deferred income
Special purpose funds
Due to endowment and special funds
Working capital . . .
Total — General Funds . . .
ENDOWMENT AND SPECIAL FUNDS^
Principal of Funds
Free Bed
Restricted and non-expendable . .
Unrestricted
William Wirt Winchester
Due to General Funds
Due to Temporary Funds
Total — Endowment and Special Funds
TEMPORARY FUNDS:
Due to General Funds
Principal of Funds
Total — Temporary Funds
PLANT FUNDS:
Mortgages and other payables
Capital invested in property and equipment
Total — Plant Funds
GROSS TOTAL - ALL FUNDS:
Less inter-fund accounts

















































(21 Includes appreciation resulting from adjustment of investments to market value.
Compc at ve Statistics
For Years Ended September 30, 1967 and 1966
Patients discharged during the year
Patient days care rendered
Average length of patients' stay (days)






















Physical Therapy treatments . .









































2,268 2,128 Gynecology .
4,704 4,764 Obstetrics



























































Total — All Patients , 251,990 246,005




































































































Nephrology . . . .
Neurology





































CLINIC VISITS 119,645 111,856
Educational programs sponsored by Yale-New Haven Hospital




Intern, Resident and Clinical Fellow training for postgraduate physicians
Medical Technology
Nursing Education:
Master's program for nurses at the Yale School of Nursing
Three-year diploma program at the Grace-New Haven
School of Nursing
Four-year baccalaureate program in association with the
University of Connecticut
One-year Licensed Practical Nurse program in association
Eli Whitney Technical School






Residency in Hospital Administration
Social Work field experience
X-ray Technology
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